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Abstract 
Objective: Comorbid eating disorders (EDs) and ED symptoms are highly prevalent among women with 
substance use disorders and may be a barrier to recovery. Higher rates of psychiatric illness are common 
when more than one disorder is present. Yet little is known about the rates and risk factors for EDs/ED 
symptoms in women attending treatment centers in Australia. The primary aim is to examine the 
prevalence of ED symptoms among women attending treatment centers. This study also examines past 
physical and sexual abuse and mental health as specific predictors of EDs/ED symptoms. 
Methods: Participants were 1,444 women attending residential treatment for substance use issues 
provided by the Salvation Army in Australia. Measures included the Addiction Severity Index, the Eating 
Disorder Screen for Primary Care, medication use, hospitalization, mental health, and past abuse. 
Results: Alcohol was the primary substance of concern for 53.3% of the women, followed by 
amphetamines (17.5%), and the mean age was 37.83 years (SD = 10.8). Nearly 60% of women screened 
positive for ED symptoms and 32% reported a previous or current ED. Women with a history of sexual 
abuse had significantly greater odds (1.96) of positive screening for an ED compared to those without a 
history of sexual abuse. Similarly, compared to women without a history of physical abuse, those who did 
have a history had significantly higher odds (1.59) of a positive screen for an ED. These women were also 
significantly more likely to have had a health care provider recommend they take medications for 
psychological or emotional problems in the past 30 days, χ2(1) = 8.42, p = .004, and during their lifetime, 
χ2(1) = 17.89, p < .001. They also had a significantly greater number of overnight hospitalizations for 
medical problems compared to those who screened negative, t(137) = −2.19, p = .03. 
Conclusions: Women with comorbid substance use issues and EDs are highly likely to have a history of 
past abuse. This combination of comorbidities makes treatment and recovery difficult. Increased 
awareness and research are required to explore integrated approaches to treatment that accommodate 
these vulnerabilities and improve long-term outcomes. 
Disciplines 
Education | Social and Behavioral Sciences 
Publication Details 
Robinson, L. D., Kelly, P. J., Deane, F. P. & Reis, S. L. (2019). Exploring the Relationships Between Eating 
Disorders and Mental Health in Women Attending Residential Substance Use Treatment. Journal Of Dual 
Diagnosis, Online First 1-11. 
This journal article is available at Research Online: https://ro.uow.edu.au/sspapers/4567 
Exploring the relationships between eating disorders and mental health in 
women attending residential substance use treatment 
 
Laura D. Robinson, PhD, Career Development Fellow1,2, Peter J. Kelly, PhD, 
Associate Professor1,2, Frank P. Deane, PhD, Professor1,2, Samantha L, Reis,  PhD, 
Career Development Fellow1 
 
1School of Psychology, University of Wollongong, Australia 
 






Author for correspondence: Laura D Robinson, School of Psychology, 
University of Wollongong, Wollongong, NSW, Australia, 2522. Telephone: 02 4221 
5035, Email: laurar@uow.edu.au 
 
Acknowledgements  
A/Prof Kelly holds research consultancies with The Salvation Army and conducts 




Objectives:  Comorbid eating disorders (ED) and eating disorder symptoms are 
highly prevalent among women with substance use disorders and may be a barrier to 
recovery. Higher rates of psychiatric illness are common when more than one disorder 
is present.  Yet, little is known about the rates and risk-factors for eating 
disorders/eating disorder symptoms in women attending treatment centres in 
Australia.  The primary aim is to examine the prevalence of eating disorder symptoms 
among women attending treatment centres.  This study also examines past physical 
and sexual abuse, and mental health as specific predictors of eating disorders/eating 
disorder symptoms. 
Methods:  Participants were 1444 women attending residential treatment for 
substance use issues provided by the Salvation Army in Australia.  Measures included 
the Addiction Severity Index (ASI), the Eating Disorder Screen for Primary Care 
(ESP), medication use, hospitalisation, mental health, and past abuse.   
Results:  Alcohol was the primary substance of concern for 53.3%, followed by 
amphetamines (17.5%) and the mean age was 37.83 years (SD =10.8).  Nearly 60% of 
women screened positive for ED symptoms and 32% reported a previous or current 
eating disorder.  Women with a history of sexual abuse had significantly greater odds 
(1.96) of positive screening for an eating disorder compared to those without a history 
of sexual abuse Similarly, compared to women without a history of physical abuse, 
those who did have a history had significantly higher odds (1.59) of a positive screen 
for an eating disorder. These women were also significantly more likely to have had a 
health care provider recommend they take medications for psychological or emotional 
problems in the past 30 days (χ2(1) = 8.42, p = .004), and during their lifetime (χ2(1) = 
17.89, p < .001). They also had a significantly greater number of overnight 
hospitalisations for medical problems compared to those who screened negative 
(t(137) = -2.19,  p = .03).   
Conclusions:  Women with comorbid substance use issues and eating disorders are 
highly likely to have a history of past abuse.  This combination of comorbidities 
makes treatment and recovery difficult. Increased awareness and research are required 
to explore integrated approaches to treatment that accommodate these vulnerabilities 
and improve long-term outcomes. 
 
 





One of the greatest challenges in treating substance use disorders (SUD) is high 
comorbidity (Davidson & White, 2007).  Co-occurring substance use and mental 
health disorders have been identified in 56% of individuals attending detoxification 
facilities (Vella, Deane, & Kelly, 2015). Comorbidity between SUDs and other 
mental disorders are a major cause of disability and creates a significant financial 
burden (NSW Health, 2015). Comorbidity is common, with an estimated 25 to 50% 
of those with a SUD reporting another mental disorder (Teeson, Slade, & Mills, 
2009). Comorbidity is associated with greater severity of illness, poorer outcomes 
from treatment, and higher mortality rates (Harrop & Marlatt, 2010; Teeson et al., 
2014). 
Epidemiological data suggest that women with SUDs report eating disorders 
or eating disorder behaviours at rates around 11 times that of the general population 
(CASA, 2003). More recently, research suggests that individuals with SUD are more 
likely to binge eat and have subthreshold eating disorders than those without SUD 
(Brewerton, 2011; Calero-Elvira et al., 2009).  Further, women experiencing both 
SUD and eating disorders have lower abstinence rates in comparison to women 
without eating disorder symptoms (Cohen, et al., 2010).  It is possible that, once 
established, these comorbid conditions mutually influence one another such that 
symptoms of one disorder serve to perpetuate and/or intensify symptoms of the other 
(Teeson et al., 2014), presenting challenges to treatment. For example, alcohol use 
may trigger binge eating for individuals with bulimia nervosa (BN) (Gadalla & Piran, 
2007).  
Recent research shows that the prevalence of obesity is lower in drug-
dependent individuals using opioids or stimulants only when compared to the general 
population (Hu et al., 2018).   This differential has been attributed to the weight-loss 
effects of these drugs. However, there are reports that recovery from stimulant use is 
commonly accompanied by weight gain because the weight-loss effects of the 
substance use are no longer at work (Brecht, O’Brien, von Mayrhauser, & Anglin, 
2004). This may trigger eating disorder behaviours in an attempt to avoid weight gain. 
Indeed, a recent study of American women in substance abuse treatment reported that 
71% were concerned about weight gain during recovery (Warren, Lindsay, White, 
Claudat, & Velasquez, 2013).  Rates of BN within SUD populations were estimated 
to be as high as 41%, compared to 10% for AN (Gadalla & Piran, 2007). These results 
suggest a strong need to assess, screen for, and treat bulimic behaviours within SUDs 
populations (Gadalla & Piran, 2007).   
 The comorbidity of eating disorders and SUDs is not surprising given the 
shared risk factors for both eating disorders and substance abuse disorders including 
brain chemistry (e.g., disturbances in dopaminergic and serotonin systems), familial 
heritability factors, emotional dysregulation (e.g., inability to manage negative affect, 
decreased emotional awareness, intense expression or experience of emotion, 
emotional rigidity and cognitive reappraisal difficulties), low self-esteem and anxiety 
(CASA, 2003; Harrop & Marlatt, 2010; Schulte, Grilo, & Gearhardt, 2016) .  Both 
disorders share common characteristics including craving, compulsive behaviour, 
secrecy, and social isolation (CASA, 2003).  Personality traits like impulsivity have 
also been highlighted as relevant to the development and prognosis of both eating 
disorders and SUDs (Dawe & Loxton, 2004; Schulte et al., 2016).  Thus, there may be 
a number of underlying and intertwined mechanisms by which SUDs and eating 
disorders manifest and predict poorer outcomes for the individual in therapeutic 
settings (Schulte et al., 2016).  
 Past trauma may be one mechanism by which shared susceptibility to SUDs 
and EDs occurs. There is a well-established link between trauma, such as sexual or 
physical abuse (Cohen et al., 2010), and SUDs. For example, a German study found 
self-reported sexual abuse rates of 66% and 35% among women diagnosed with 
opioid dependence and alcohol dependence respectively (Schäfer et al., 2014; Schäfer et 
al., 2009).  Substance use is commonly used as a maladaptive approach to coping with 
past traumas (Ullman, Relyea, Peter-Hagene, & Vasquez, 2013).  Further, compared 
to women with no abuse, those who report childhood physical abuse have up to twice 
the odds of exhibiting eating disorders symptoms (Rayworth, Wise, & Harlow, 2004), 
and to have profound effects on body image issues that contribute to eating disorder 
symptoms (Treuer, Koperdák, Rózsa, & Füredi, 2005).  Unusually high rates of 
lifetime sexual and physical abuse have been reported in women with comorbid EDs 
and substance use issues (Dworkin, 2018; Dworkin, Menon, Bystrynski, & Allen, 
2017; Gilchrist, Gruer, & Atkinson, 2007).  An addiction model that provides a 
framework for understanding how trauma increases the risk of SUDs is the ‘self-
medication’ hypothesis (Khantzian, 1997).  According to this hypothesis, individuals 
use substances following trauma as a means to managing or avoiding distressing 
symptoms and painful emotions (Hien, Cohen, & Campbell, 2005; Roberts, Roberts, 
Jones, & Bisson, 2015). This hypothesis has been supported by large scale research 
linking childhood sexual abuse, interpersonal trauma, and PTSD symptoms to 
substance use coping for women (Ullman et al., 2013).  Other evidence links a history 
of sexual assault with increased alcohol use. Women with a history of sexual assault 
who drink alcohol to cope and reduce tension are at increased risk of developing 
drinking problems than those with no history of sexual assault (Ullman, Filipas, 
Townsend, & Starzynksi, 2005). Further, research from a sample of men and women 
with comorbid PTSD and alcohol use disorder found that PTSD symptom severity 
preceded increases in subsequent alcohol consumption the same day and the 
following day, with drinking motives moderating this link (Simpson, Stappenbeck, 
Luterek, Lehavot, & Kaysen, 2014). This provides support for the idea that alcohol 
consumption may be motivated by a need to alleviate distressing symptoms associated 
with past trauma.  The self-medication hypothesis also provides a framework for 
understanding the relationship between trauma and eating disorders. For instance, the 
hypothesis states that, in a similar way to SUDs, binge eating and other eating 
disorder symptoms are used as a means for coping with the adverse emotional 
physical effects following trauma (Brewerton, 2011; Holzer, Uppala, Wonderlich, 
Crosby, & Simonich, 2008; Schoemaker, Smit, Bijl, & Vollebergh, 2002).  Past 
psychological abuse has been reported as a specific risk factor for bulimia in a 
population-based study (Schoemaker et al., 2002), with binging and purging used as a 
maladaptive coping mechanism. Women who experience both SUD and eating 
disorders often report high rates of abuse (Harrop & Marlatt, 2010), and the self-
medication hypothesis is one explanation for their similar aetiology.   
Other models may also explain links between SUD, eating disorders and past 
trauma. For example, the mutual maintenance model proposes that SUD and trauma 
cyclically sustain each other, with trauma symptoms leading to increases in 
compensatory substance use, and substance use subsequently either maintaining or 
amplifying the trauma symptoms (Kaysen et al., 2011; Kaysen et al., 2006; Simpson 
et al., 2014). Alternatively, shared genetic relationships or common personality 
factors – such as impulsivity – may explain comorbidity between trauma, SUD and 
eating disorders, particularly those featuring binge eating (Corstorphine, Waller, 
Lawson, & Ganis, 2007; Dawe & Loxton, 2004; Mole et al., 2015).  
 Of great concern is the elevated risk of psychological disorders and mortality 
associated with both eating disorder symptoms and SUD (Franko et al., 2005; Harrop 
& Marlatt, 2010). Worse still are the mental health outcomes when experiencing both 
disorders concurrently.  For instance, Bonfa et al., (2008) report that among drug-
addicted females there were higher rates of psychopathological distress in those with 
eating disorder symptoms than in those without these symptoms. Similarly, Bulik et 
al. (2004) found greater depressive and anxiety symptoms in women with comorbid 
eating disorders and alcohol use disorders compared to women without these 
disorders.  In addition, women with SUDs who engaged in binge eating reported 
higher depressive symptoms than those who did not (Cohen et al., 2010). Another 
critical concern is that treatment is difficult when comorbidity is present, and the 
relapse risk is high for both disorders (CASA, 2003).  For example, Cohen et al. 
(2010) examined data from a sample of American women with co-occurring PTSD 
and SUDs attending an outpatient substance use program. Results indicated that 
nearly 30% reported engaging in binge eating, and these women demonstrated 
decreased abstinence rates compared to those who did not. Evidence also suggests 
that successful treatment of one may result in an increase in symptoms in the other 
disorder (CASA, 2003). The impact of comorbidity on treatment outcome and 
symptom severity highlights the need to broaden our understanding of this highly 
vulnerable group of women. Despite the higher susceptibility to psychological 
disorders and treatment relapse when both disorders are present, assessing and 
treating eating disorder symptoms in residential treatment settings remains fairly 
uncommon.  As such, researchers have recommended more research into the 
correlates of weight-related concerns in residents such the type of drug used, age, 
addiction severity and psychiatric comorbidity (Killeen, Brewerton, Campbell, 
Cohen, & Hien, 2015; Warren et al., 2013).   
International research demonstrates high prevalence of eating disorders and 
subthreshold eating disorder behaviours in SUD treatment populations, but few 
studies have investigated comorbidity and outcome in the Australian context. The 
present study explores, for the first time, eating disorder symptoms in women 
attending Australian residential centres for substance use issues.  Further, this study 
examines known risk factors and correlates, such as past physical and sexual abuse, 
and mental health, for eating disorder symptoms to better understand these variables 
among women with substance use issues in treatment.  Hospitalisation and recent 
medication intake are also examined. 
  
METHODS 
Participants and Procedure 
Data were collected as part of a project regularly evaluating the effectiveness of The 
Salvation Army Recovery Service Centres situated in nine locations in New South 
Wales, Australian Capital Territory and Queensland, Australia.  Clients can attend 
residential treatment for up to ten months. The programs operate as therapeutic 
communities and provide a range of activities designed to improve social, 
psychological, occupational and interpersonal functioning. As well as offering 
individual case planning, there are 12-step and other groups, education and training 
programs. Measures are administered to participants by staff as part of the intake 
process within 7 days of admission. All participants were provided with written 
participant information forms and have the opportunity to discuss potential 
participation with both researchers and facility staff.  Consent was provided by 
completing and returning the survey following the presentation.  Approval from the 
University of Wollongong’s Human Research Ethics Committee. Centres provide 
residential alcohol and other substance abuse treatment for men and women.  Given 
the much higher rates of ED found in women compared to men, the present study 
included only females.  Females comprise approximately 20% of total admissions to 
these services. Data were collected for the period 2008 to 2017. In the current study 
the final sample comprised 1444 women with an average age of 37.83 years (SD 
=10.89, range 18.15 to 74.38 years). Average age of onset of alcohol or other drug use 
was 15.82 years (SD = 6.98).  The most frequent primary drug of concern was alcohol 
(53%). Other sociodemographic and clinical characteristics are provided in Table 1. 
 
Measures 
Depression Anxiety Stress Scale (DASS).  This 21-item self-report questionnaire 
yields three subscales:  depression, anxiety, and stress (Lovibond & Lovibond, 1995). 
Each subscale has 7-items coded on a 4-point severity/frequency scale to indicate to 
the extent to which each of the three states had been experienced during the past 
week.   An example depression item is, “I felt that I had nothing to look forward to”; 
and anxiety item, “I found it hard to wind down”, and stress item, “I found myself 
getting agitated”.  Cronbach’s alpha for the current study for depression (Cronbach’s 
α = .89), anxiety (Cronbach’s α = .76) and stress (Cronbach’s α = .81) were 
considered adequate. 
Eating disorder screen (ESP). Eating Disorder Screen for Primary Care (ESP) was 
used to detect eating disorders (Cotton, Ball, & Robinson, 2003).  The ESP is 
comprised of four items all with a yes or no response format.  Having two or more 
positive responses indicates a positive screen result.  The ESP is a brief instrument 
designed to identify individuals with any type of eating disorder (Cotton, Ball & 
Robinson, 2003). The four items were: “Are you satisfied with your eating patterns?”; 
“Do you ever eat in secret?”; “Does your weight affect the way you feel about 
yourself?”; and “Do you suffer or have you ever suffered in the past from an eating 
disorder?”.  A “no” response to the first question and a “yes” to the remaining 
questions were classified as positive scores (or abnormal response). The Cronbach’s 
alpha for the present study was .69, similar to that of Heiland, Murray and Edley’s 
(2009) (a=.74).  Individual items have been used in previous research with high 
sensitivity and specificity in samples of college students and women exposed to 
intimate partner violence in a primary care setting (Anstine & Grinenko, 2000; 
Freund, Graham, Lesky, & Moskowitz, 1993). In the present study, both an overall 
screen result and individual items are used.  
Eating disorder symptoms.  The following question from the Mental Health Screening 
Form-III (MHSF-III; Carroll & McGinley, 2001) was used, “Was there ever a period 
in your life when you spent a lot of time thinking and worrying about gaining weight, 
becoming fat, or controlling your eating? For example, by repeatedly dieting or 
fasting, engaging in much exercise to compensate for binge eating, taking enemas, or 
forcing yourself to throw up?”. It required a yes or no response.   The MHSF-III was 
designed for use in the substance use population as a screening tool to identify co-
occurring psychiatric issues, and the ED screening item has been found to have strong 
content and construct validity (see Carroll & McGinley, 2001).   
Addiction Severity Index (ASI).  The ASI is a semi-structured interview used to assess 
several domains:  drug, alcohol, medical, family, psychiatric, employment and legal 
(McLellan et al., 1992).  It is one of the most widely used substance abuse assessment 
tools (Bodin & Romelsjö, 2006).  In the present study, the questions on drug, alcohol, 
medical, psychiatric, and family/social relationships were included in the analysis. 
 Family/social relationships.  Two items from this section were used:  Has 
anyone ever abused you physically in your life?  Has anyone ever abused you 
sexually in your life?.  Responses were yes/no. 
 Psychiatric Status.  One item was included with respondents asked to specify 
‘yes’ or ‘no’ for the past 30 days and for their lifetime.  The item was, Has a health 




Data were analysed using SPSS (Corp, 2016, version 24).  Demographic variables, 
primary drug of use, and eating disorder symptoms were described using frequencies.  
Binary regression analysis was used to examine predictors of a positive score on the 
eating disorders screen, past diagnosis of an eating disorder, and eating disorder 
behaviours.  Eating disorders are much more prevalent in younger women, so age was 
used as a covariate in the analyses (Stice, Marti, & Rohde, 2013).  Hospitalisations 
were analysed using t-tests, and medication use with chi-square. 
 
RESULTS 
Sociodemographic and clinical characteristics are shown in Table 1. The majority of 
the sample had a high school level education (81.2%), 41% had spent the most of the 
past three years in some form of paid employment, 60% had never married, and 
another 34% were separated, divorced or widowed. 
 
Nearly 60% of individuals were positive on the eating disorder screen (Table 1).  
Examining the items of the eating disorder screening tool showed that weight affected 
the way individuals felt about themselves in nearly 38.2% of clients, and another 
31.6% reported they previously had or currently have an eating disorder.  Slightly 
fewer reported being dissatisfied with eating patterns or eating in secret (26.0% and 
14.9% respectively). 
<Insert Table 1 here> 
Individuals with a history of sexual abuse had significantly higher odds (1.96) of 
positive screening for an eating disorder compared to those without a history of sexual 
abuse. Further, those with a history of sexual abuse had significantly higher odds 
(1.93) of reporting eating symptoms as measured by the MHSF.  Compared to 
individuals without a history of physical abuse, those who did have a history had 
significantly higher odds (1.59) of a positive screen for an eating disorder and 
significantly higher odds (1.93) of exhibiting eating disorder symptoms (as per the 
MHSF) (Table 2).  Individuals reporting alcohol as the primary substance had 
significantly higher odds (1.49) of having eating disorder symptoms than those 
reporting other drugs as the primary substance (as per the MSHF).  This was not the 
case onthe eating disorder screen. 
<Insert Table 2 here> 
In relation to the individual items of the eating disorder screen, after adjusting for age, 
compared to those without a history of sexual abuse, those with a history had 
significantly greater odds (1.71) of reporting that their weight affected the way they 
feel about themselves; 1.72 greater odds of reporting a current or past eating disorder; 
and 1.75 odds of reporting eating in secret (Table 3).  Individuals with a history of 
physical abuse, compared to those without, had significantly higher odds (1.44) of 
reporting that their weight affected the way they feel about themselves; 1.36 greater 
odds of a current and/or past eating disorder; and 1.75 great odds of eating in secret.  
Individuals reporting alcohol as the primary substance had significantly higher odds 
(1.36) of having a past or current eating disorder than those reporting other drugs as 
the primary substance. 
<Insert Table 3 here> 
Those who had a positive eating disorder screen reported significantly greater 
numbers of overnight hospitalisations for medical problems compared to those who 
were negative (t(137) = -2.19,  p = .03).  Additionally, those who screened positive 
were significantly more likely to have had a health care provider recommend they 
take medications for psychological or emotional problems in the past 30 days (χ2(1) = 
8.42, p = .004), and during their lifetime (χ2(1) = 17.89, p < .001). 
 
DISCUSSION 
This paper aimed to explore risk factors and correlates, including prior sexual or 
physical abuse, primary drug of abuse, and mental health, for eating disorder 
symptoms among women in Australian residential substance abuse treatment centres.  
Nearly 60% reported at least two of the four eating disorder symptoms, which 
indicates a positive screen for an eating disorder, and 32% of women reported that 
they currently have, or previously had an eating disorder.  This appears to be at the 
high end of the range of other observations where eating disorders or symptoms of 
eating pathology have been reported in 20% to 30% of female substance abusers 
(Bonfa et al., 2008; CASA, 2003).  This could be because women who attend 
residential substance use treatment generally have the most severe substance use 
issues (Sacks, McKendrick, & Banks, 2008).  Findings from this study showed that 
those with a history of sexual or physical abuse were about twice as likely to report 
eating disorder symptoms than those without a history of abuse.  
A history of physical and/or sexual abuse is common among women with 
SUDs (Ouimette, Kimerling, Shaw, & Moos, 2000). The current study found that 
consistent with past literature (Briere & Scott, 2007; Gustafson & Sarwer, 2004) 
women with a history of abuse were more likely to screen positive for eating 
disorders and reported higher levels of eating disorder symptoms compared to those 
with no past history of abuse.  The commonality of past trauma as a risk factor for 
eating disorders in substance users is consistent with theoretical links proposed in the 
‘self-medication’ hypothesis (Khantzian, 1997). That is, substances and food may 
both function to attenuate the negative feeling and memories from abuse. 
Correspondingly, clinicians need to be aware that past trauma in women with SUD 
can increase the risk of comorbid eating disorders symptoms.   
Women with higher severity of symptoms of depression and anxiety had 
greater odds of eating disorder symptoms, a positive eating disorder screen and/or a 
history of eating disorder. The link between SUD and poor mental health is well 
established (Teeson et al., 2014) and the results of this study provide evidence that 
mental health problems should ideally be addressed in treatment.  Furthermore, 
identifying women with eating disorder symptoms allows a potentially more 
vulnerable group of clients to receive the additional services they are likely to require.   
Another important finding was that about 15% of women reported secrecy 
around their eating, and that those with a past sexual and/or physical abuse were 
nearly two-times more likely to report secrecy.  This is not surprising as secrecy along 
with social withdrawal is common among individuals misusing substances as well as 
those who experience eating disorder symptoms (Ahern, Stuber, & Galea, 2007; 
Luoma et al., 2013).  Secrecy can contribute to poor psychosocial outcomes for 
substance dependence and eating disorder symptoms (Ahern et al., 2007; Luoma, 
O’Hair, Kohlenberg, Hayes, & Fletcher, 2010). Rates of hospitalisation and medical 
treatment are higher in the substance use population than other populations (NSW 
Health, 2015; Perron et al., 2011).  Findings show that these rates are elevated in 
women who also experience eating disorder symptoms. This highlights the 
vulnerability of this sub-group of women in the SUD population.  It also demonstrates 
the additional burden placed on the health system when such comorbidity is present.   
 Past researchers have highlighted the preference of individuals to engage in 
mental health treatment concurrently with AOD treatment, as well as the effectiveness 
of integrated approaches for CODs (Baker et al., 2010; Drake, Mueser, Brunette, & 
McHugo, 2004; Vella et al., 2015). In a study that included an intervention (Healthy 
Steps to Freedom) for eating disorder amongst women in treatment for substance use 
disorders, it was found that there were significant increases in health-related 
behaviours and knowledge, and decreased body dissatisfaction and eating disorder 
symptoms (Lindsay, Warren, Velasquez, & Lu, 2012).  
Even though there is a growing body of evidence for integrated mental health 
treatment and the effectiveness of specific interventions to address eating disorders, 
there remains a need to improve service provision to meet the needs of individuals 
with such co-morbidity (Vella et al., 2015).  Many treatment centres in Australia 
(Kavanagh & Connolly, 2009) and overseas are not well equipped to provide 
concurrent treatment for CODs, including eating disorders (Vella et al., 2015). 
 There are limitations to this study, which need to be considered.  Firstly, more 
detailed measures of eating disorders would be helpful.  The ESP items used in this 
study gave an indication of eating disorder symptoms, but the validity of these items 
has not been tested in a psychiatric or substance use sample. The use of more 
comprehensive measures for assessing eating disorders is required (e.g., Eating 
Disorders Examination; Meadows, Palmer, Newball, & Kenrick, 1986). Future 
studies should consider including information on body weight or body mass index 
(BMI) as this additional information helps to ascertain whether weight concerns are 
consistent with eating disorder symptoms secondary to SUD or a pre-existing 
condition that has become worse during treatment and recovery (Killeen et al., 2015). 
The average age of onset of eating disorder behaviours would be useful to include in 
further research.  Finally, future research should use a longitudinal design to 
understand the directionality of associations better, and to understand the chronology 
of the co-morbid disorders. 
The findings of the present study suggest that eating disorder symptoms are 
common among females in substance use treatment centres.  In addition, a history of 
physical and/or sexual abuse appeared to be related to eating disorders symptoms. The 
results indicate that it is vital to recognise, address and treat eating disorders alongside 
drug and alcohol abuse treatment, even though this presents great challenges as both 
substance use disorders and eating disorders are difficult to treat, long-term and life-
threatening (Vastag, 2001). There is a clear need for increasing awareness and 
research on eating disorder symptoms among women in treatment for substance use 
issues due to the prevalence, associated risk, and the influences it has on 
conceptualisation, treatment plans and relapse prevention (Cohen et al., 2010).  Future 
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Table 1.  Sample sociodemographic and clinical characteristics (N=1444) 
 n % 
Indigenous and/or Torres Strait Islander 
   Yes 
   No 










   Up to high school 
   Post secondary 










   Working (full-time, part-time or casual) 
   Unemployed 
   Retired/disability 
   Homemaker 














   Married 
   Separated/divorced/widowed 









Primary drug of concern 
   Alcohol 
   Amphetamines 
   Cannabis 











Was there ever a period in your life when you spent a lot of time thinking and worrying 
about gaining weight, becoming fat, or controlling your eating? For example, by repeatedly 
dieting or fasting, engaging in much exercise to compensate for binge eating. 
  Yes 644 47.0 
Eating disorder screen 
   Negative 





Are you satisfied with your eating patterns? 
   No 376 26.0 
Do you ever eat in secret?   
   Yes 215 14.9 
Does your weight affect the way you feel about yourself? 
   Yes 889 61.8 
Do you currently suffer with or have you ever suffered in the past with an eating disorder? 




Table 2.  Logistic regression results for predictors of the eating disorder screen and the 
MHSF-III (Eating disorders) 
 ESP  MHSF-III  
(Eating disorders) 
 B(SE) Odds Ratio B(SE) Odds Ratio 
Sexual abuse .67 (.12) 1.96*** .66 (.13) 1.93*** 
Physical abuse .47 (.14) 1.59*** .66 (.12) 1.93*** 
Primary substance of use is alcohol .02 (.13) 1.02 .40 (.13) 1.49** 
DASS Total .01 (.00) 1.01** .01 (.00) 1.01* 
*p<.05, **p<.01, **p<.001. 
Note. The ESP is the Eating Disorder Screen for Primary Care. DASS is the Depression, 
Anxiety, Stress Scale-21. 
The eating disorders item of the MHSF-III is “Was there ever a period in your life when you 
spent a lot of time thinking and worrying about gaining weight, becoming fat, or controlling 
your eating? For example, by repeatedly dieting or fasting, engaging in much exercise to 
compensate for binge eating. Binomial regression adjusted for age 
 
Table 3.  Logistic regression results for predictors of the four screening items of the eating 
disorder screen 
 Satisfied Secret Weight  Past/current ED 

























































































*p<.05, **p<.01, **p<.001 
Note.  ‘Satisfied’ is “Are you satisfied with your eating patterns?”; ‘Secret’ is “Do you ever 
eat in secret?”; ‘Weight’ is “Does your weight affect the way you feel about yourself?”; and 
‘Past/current ED’ is “Do you currently suffer with or have you ever suffered in the past with 
an eating disorder?”.  Binomial regression adjusted for age.  DASS is the Depression, 
Anxiety, Stress Scale-21. ED is Eating Disorder. 
 
 
 
 
